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SCHEDULE I 

TITLE XIX HMO COST CALCULATIONS 

THIS
OUT-OF-STATE HOSPITALS SHOULD NOT COMPLETE SCHEDULE. 


Column 1 


Lines 25-33 and 37-97- Enter the ratio from Schedule B, column 5 for each 
revenue center on the corresponding lines. 

Column 2 


Lines 25-33 and 37-97- Enter the charges for TitleXIX covered inpatient 
services rendered during the reportingperiod. 


Column 3 


Lines 25-33 and 37-97- Multiply the charges in column 2 by the corresponding 
ratio in column1. Enter the result rounded to the nearest dollar. 

Column 4 


Lines 25-33, 37-40, and 45-97- Enter the charges for TitleXIX covered 
outpatient services. Do not include charges for Outpatient Laboratory Services. 

Column 5 


Lines 25-33, 37-40, and 45-97- Multiply the charges in column 4 by the 
corresponding ratio in column 1. Enter the result roundedto the nearest 
dollar. 

Columns 2-5 


Line 35 - Enter the total of lines 25 through 33. 
Line 98 - Enter the total of Lines 37 through 97. 
Line 101 - Enter the total of lines 35 and 98. 

Line 103. column 1 - Enter the TotalXIX inpatient HMO days. 
Line 103, column 2 - Enter the Total XIX outpatient HMO visits. 

SUPERSEDES 

TN No. 00- 0 9  EFFECTIVE DATE 312 7/03 




Federal 
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OHIO DEPARTMENT OF JOB AND FAMILY SERVICES 
HOSPITAL COST REPORT 
STATE FISCAL YEAR 2002 

CERTIFICATION BY OFFICER OF HOSPITAL 

In accordance with current Medicaid regulations (42CFR, 455.18, 455.19), all cost reports must contain the following: 

This is to certify that the foregoing information is true, accurate, andcomplete. 
I understand that payment of this Medicaid claim will be from Federal and State funds, 
and that anyfalsification, or concealment of a material fact, may be prosecuted under 
Federal and State laws. 

Ihereby certifythat I have read theabove statement and that I have examined the accompanying cost report 
supporting schedules prepared for: 

Provider Name Medicaid ProviderNumber 

Street Address I.D. Number 

City, State. and Zip Code Medicare Provider Number(s) 

. .
for the cost reporting period beginning and ending that , and to 
the best of my knowledge and belief, it is a true, correct, and complete statement prepared from the books and records of 
the provider(s) in accordance with applicable instructions and regulations, except as noted. 

Signature of officer or Administratorof Provider(s) Date of Signature 

Print or TypeName Title 

Name of Individual Report Was PreparedBy Title 

Name of Person to Contact Regarding Report Title 

Telephone Number (Include Area Code) 

TN Na dUI 7303 
,- APPROVAL DATE 

SUPERSEDES 

TN Na nO-CX% EFFECTIVE D A T E ~ ? / 8 ' 7 / ~ ~  




UB-92 

must 

line 
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SFY 2002 INPATIENT 
BILLING CODE ALLOCATION 

RevenueI CodesCenter 
25. Adult 8 Pediatric l O O l ,  ~00.110-113.116,117,119.120-123,126.127,129, 

.-. , I 

71. I I *  
72. I 

Please refer toOAC 5101:3-2-02 for alist of inpatient and outpatient covered services. 


Billing codesshould be allocated into revenue centers as indicated above. Any deviation from the above be designated 
above to indicate where the billing codes were allocated, and why they were allocated differently than requested. 

Do not include observation bed costs and charges reported on62 of the JFS 2930 and HCFA2552-96in revenue center37b. 

If one revenue center code it was allocatedto on the following pageis applicableto more than one revenue center, please show which revenue centers 

* Please list the revenue center codes allocatedto these revenue centers. 



51013-2-23 Appendix A 

SFY 2002 OUTPATIENT 
BILLING CODE ALLOCATION 

59. Psychiatric/Psychological Services 
60. Clinic 
61. Emergency 
62. Observation Beds 
69. Gastrointestinal Services 
70. 
71. 
72. 

900, 909.910.914-916. 918-919.944 


510-517,519 

450,456.459 


750.759 


Please referto OAC 5101:3-2-02 for a list of inpatient and outpatient covered services. 

Follow the same proceduresas outlined on the Inpatient Billing Code Allocation Sheet 

TN No. a3-a?  
SUPERSEDES 
TN No. l3D-COs 

Page 29 of 42 
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APPROVAL DATE 
;i W O S  

effective DATE .3-2703 
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Schedule A 
RECONCILIATION OF PATIENT REVENUES 

Name of Hospital Provider Number Reporting Period 

Note: PLEASE LIST PROFESSIONAL FEES BY SPECIFIC COST CENTER 
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Schedule E. page 1 


TOTAL FACILITY COST DISTRIBUTION 

1 Name of Hospital IProvider Number Ireporting I 


. cIN N o . 0 3  7.W7 APPROVAL DATE 
J l . 1  ,! i 2003 


SUPERSEDES 

TN NQ oO-c%
e f f e c t i v e  DATE 3/27/93 
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Schedule 8. page 2 
TOTAL FACILITY COST DISTRIBUTION 

IName of hospital I Provider Number Ireporting Period I 

55. IMedicalSupplies I I I I I I I I I I I 
56. ]Pharmacy 

68. Hospice 
69. gastrointestinal services 
70. 
71. 

TN No. 0'34 3 3 - 7  APPROVAL DATE 
\ .  :i1 :,. i 2OQ3 

SUPERSEDES 
DATETN No. 03 EFFECTIVE sB 
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Schedule C 

CALCULATIONOF ROUTINE COSTS 

IName of Hospital Number IProvider I I 


STATISTICS DISCHARGE Schedule C- I  

2 1 3 4 5
I Total I XIX I XIX I TITLEV ITRANSPLANT 1 
PRIOR TO AFTER 

Section I 01/01/02 12/31/01 
36. 	 Adult 8 Pediatric 


Distinct Part Psychiatric 37 


DistinctPart Rehabilitation 38. 


40. ITotal (lines 36-39) I I I I I I 

41. ICapitalAdd-on Rate 

Section II 
42. I Number of Beds I 

43. I Number Interns/Residents I I 
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Schedule 0, page 1 
TITLE XIX COST CALCULATIONS 

Name of Hospital Provider Number Reporting Period 
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Schedule 0. page 2 

TITLE XIX COST CALCULATIONS 

Name of Hospital Provider Number reportingperiod 

2 3 5 6 8
I ' I XIX inpatient I XIX inpatient I o u t p a t i e n t  I o u t p a t i e n t  I O/PLab I O i L a b  I Transplant I t ransplant  I 


SUPERSEDES 

TN NO. 00 -8 EFFECTIVE DATE '3-277-03 



